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F 000 ; INITIAL COMMENTS F 000
A Receriification survey and complaint
investigation #31874, was conducted from
January 21, 2014, to January 23, 2014, at The
Cambridge House, Deficiencies were cited in
relation to complaint #31874 under 42 CFR PART i, Adminisirator 1122714
483.13, Requiremerits for Long Term Care and DON were
Facilities, informed that
F 225 483.13(c)(1)(ii)-ii), (c)(2) - (4) F 225 although TBI and
S8=D | INVESTIGATE/REPORT APS had received
ALLEGATIONS/INDIVIDUALS and reported the
allegation 1o the
The facility must not employ individuals who have 'TN. Dept, of
heen found guilty of abusing, neglecting, or Health, the
misireating residents by a.court of faw; or have facility also
had a finding entered into the State nurse aide nesded to report
registry conceming abuse, neglect, mistreatment the incident for
of residents or misappropriation of their property: : Resident #104.
and report any Knowledge it has of actions by a The administrator
court of law against an employee, which would and DON will
indicate unfitness for service as a nurse aide or comnply with this
other facility staff to the State nurse aide registry requirement from -
or licensing authorities. 1122714 going
forward.
The facility must ensure that all alieged violations 2. The Cambridge 1722114
invalving mistreatment, neglect, or abuse, ITouse abuse
including injuries of unknown source and - policy will be
. misappropriation of resident property are reported followed any
immediately to the administrator of the facility and time a resident,
to other officials in accordance with State faw faunily member,
through established procedures (including to the employse or
State survey and certification agency). oulside agency
nutifies the
The facility must have evidence that all alleged facility of
violations are thoroughly investigated, and must allogaution of
prevent further potential abuse while the abuse lrom
investigation is in progress. 1/22/14 goiug
farward. | .

LABORATORY %Tm?d REPRESEN IATIVE'S SIGNATURE MTITLE 70) 07'5
\\k;;_ﬂ , : &M
sK ("}

Any deficiency statement chdipg\with gn aste, denates a deficiancy which the instilution may be excused from correcting providing it Is datefmined that .
olhar safeguards provide suffigielt protection to the petients, (See instructions.) Excopt for nursing homes, ihe findings staled above are disclosabla 90 days
fellowing tha dale of survey whblier or not a plan of cormeclion I provided, For nursing homes, the abave findings and plans of corcection are disclosable 14
days following Ihe date these documents are made availabla o the facility, If deficiencies are cited, an approved plan of correction is requisite Lo continued
program participation.

Il continualion sheet Page 1 of 9

FORM CMS5-2567(02-09) Previous Verslone Ohzalale vl 1D 0ZNI T Fucility 10, TNB206



03/10/2014 MON 15:46 FAX 423 9639 4076 The Cambridge House gioo3/o0te

PRINTED: 01/30/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPFLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAM OF CORRECTION [DENTIFICATION NUMBER: A. BUILDING COMPLETED
445190 B. WING 01/23/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE, ZIP CODE
250 BELLEBROOK RD
CAMBRIDGE HOUSE, THE BRISTOL, TN 37620
X4 1D SUMMARY STATEMENT OF DEFICIENGIES ID PROVIDER'S PLAN OF CORREGTION o5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE AGTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE DATE
DEFICIENGY)
F 225 | Continued From page 1 F 225
The resulls of all investigations must be reported 3. Administrator and 1722114
to the administrater or his designated DON have cach
representative and to other officials in accordance reviewed the facility
with State law (including to the State survey and palicy reparding
certification agency) within 5 working days of the ahuse and will follow
incident, and if the alteged violation is verified this policy for any
appropriate corrective action must be taken, allegation veceived in
the future.
4. Any allegationy of 2/10/14
abuse will be
This REQUIREMENT is not met as avidenced presented to the
by: . QIP/QA conunittee at
Based on medical record review, review of facility their egular monthiy
policy, and interview, the facility failed to report an meeting X3 manths
allegation of abuss to the State Survey Agency and presented by the
for one resident (#104) of twenty-three residents Administrator or
reviewed. DON to the quarterly
. meeting of the QA
The findings included: uommiftee to c;(iure
Medical record review revealed resident #104 }l_,}::fnd:-:ﬁ?;f:fy fas
was admitted o the facility on Qctober 1, 2012, vegarding notification
with diagnoses including Atrial Fibrillation, of officials
Congeslive Heart Failure, Hypertensian, Allerad ’
Mental Status, Anxiety and Anemia,
Medical recard review of the guarterly Minimum
Data Set (MDS), dated Dacember 13, 2013,
revealed the resident scored a four on the Brief
Interview for Mental Status (BIMS), indicating the
resident was severely cognitively impaired,
required extensive assistance with activities of
daily living and was frequently incontinent of
bowel and bladder, Further review revealed the
resident had the presence of skin tears.
]
Review of the facility's Abuse Pragram:
Investigation/Reporting/Response, dated August,
1898, reveated "._.{3) Documentation
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F 225

1 causing a skin tear...we were not aware of any

Continued From page 2

Requirements: written reporis to the State Health
Department and other required regulatory
agencies summarizing the incident, investigation
resulls and facility actions taken fo protect the
resident(s) and prevent a similar occurrence. This
repoit is to be completed per the guidslines of
individual state reporting requirements.__."

Review of the facility Policy and Frocedure for
Reporting Suspected Crimas Under the Federal
Elder Justice Act, dated July 12, 2011, revealed
“...thiz facility on behalf of staff will file a report to
S5A and local law enforcement ...when staif
becamas aware of 2 suspicion of a crime..."

Interview with Licensed Practical Nurse (LPN) 21
on January 22, 2014, at 3:25 p.m., in the
conference room, revealed “...about eight months
2go | spoke with a Tennessee Bureau
Investigator (TBI) and someone from the state
about (named resident) and an allegation related
to a resident getting up frem the wheelchair and
suffering a laceration to the resident’s leg..."

Interview with LEN #2 on January 22, 2014, at
4:060 p.m,, in the confarence room, revealed "...a
TBI agent and state worker came to the facility
back some time ago and spoke with me ...they
asked me about making @ comment io resident
#1047

Interview with the Director of Nursing on January
22,2014, at 4:40 p.m,, in the conference room,
revealed “...the TBI and Aduilt Protective Services
(APS) came to the facility back in June 2013, and
reported an allegation that one of our nurses had
made a statement to one of the residents and
anpther nurse had mistreated the resident

F 225
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allegations...” Further interview ravealed “...there
Was an occurrence report filled out in regard to
the wound on the leg, it was determined the
wound was an old wound and the wound had not
oceurred due to any mistreatment of the
resident,..”
interview with.the Administrator on January 22,
2014, at 4:55 p.m., in the conference room
revealed, "...we did not report the incident to the
state Department of Health. .the TBI agent stated
they wouid ¢all Nashville...we gave all of our
reporis to the TBI and did not keep a copy for
ourselves,.."
F 279 483.20(d), 483.20(k)(1) DEVELOP F2va
$8=0 | COMPREHENSIVE CARE PLANS i, Care Plan for 1/23/14
. - Resident #160
A facility must use the resuits of the assessment was updated on
to develop, review and revise the resident's 1723/14 to reflect
comprehensgive plan of care, ) that no
The facility must develop a comprehensive care gclff ﬁ:;::ﬁ g;
plan for each resident that includes measurable taken in the left
objectives and timetables to meat a resident’s amn
medical, nursing, and mental and psychosocial 2. © ’ i o
negds that are identified in the comprehensive & Lone orer
assessment. rexident is 3};0/#{
currenlly .J}Y_\,

The care plan must describe the services that are -
to be furnished to attain or maintain the resident's
highest practicable physical, mental, and
psychosocial well-being as required under
§483.25; and any services that would otherwise
be required under §483.25 but are not provided
tus to the resident’s exercise of rights under
§483.10, including the right to refuse treatment
under §483.10(b)(4).

receiving dialysis
and was admitted
on 1/31/14. Care
plan, ADL sheets
and MAR all
reflect that no
needlesticks or
BPs are to be
taken in the right
arm.
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) personnel were 3fio ¢
This REQUIREMENT is not met as evidenced in-serviced by the Suf
by: DON reparding
Based on medical record review, observation Care Plan Shunt
and interview, the facility failed to update the care precawtions for
plan for one resident (#160), of twenty-three dialysis patisars .
résidents reviewed. upon their
admission.
The findings ncluded: DON and/or 2/14/14
. . . designee will
Resident #160 was admitted to the facility on monitor any
November 8, 2013, with diagnoses including future diafysis
Chronic Kidney Disease, Renal Dialysis, adnissions for
Diabetes, Hyptertension, and Late Effect of care plan
Gerebral Vascular Disease. compliance.
Resnits of andits
Medical record review revealed the resident will be pmem'e:i
received dialysis three days per week at an o QIF/OA
out-patient clinic. Continued medical record committes at
review revealed the resident had a permanent their regular
dialysis access placed in the left arm on January monthly meeling
16, 2014. x3 months and
b . : f
Observation and interview with the resident on gﬁﬁszﬁdmti;el;it
January 23, 2014, at 8:55 a.m., in the hallway, the regular ‘
revealed the resident had been on dialysis quarterly
approximately three months. Continued interview meeting
reveaied the resident had a permanent access in ’
the left amm.
Medical record review of the ¢ars pian updated
January 186, 2014, revealed the care plan did not
address the resident’s dialysis access jocated in
thé left arm or the practice which requires no
needle sticks or hinod pressure checks in the arm
of the dialysis access.
Interview Registered Nurse supervisor on
January 23, 2014, at 12:25 p.m., at the nurses'
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station, confirmed the care plan had not been
updated to address the care of the dialysis

access.
F 2581 433.20(]()(3)0) SERVICES PROVIDED MEET F 281
55=0 | PROFESSIONAL STANDARDS 1. Vital signs wers 1123114
i diatel
The services provided or arranged by the facility ::;::]: l::r i
must meet professional standards of quality. Resident #2. BP,
T, PR, and O2
. . . fib 1l
g’}lys REQUIREMENT is not met as evidenced f‘;‘i;}':e;iinal
Based on medical record review and interview, ' ) Ll:uls. o Lt4
the facifity failed to monitor ths blood pressure for - All medication 3/t (i
one resident (#2), who was receiving an Adminisiration "D9(°
antihyperiensive medication, of twenty-three i‘::::isec‘]"'gi be
residents reviewed.
YON, RN Unit
The findings included: Managers and
Staff
Medical record review revealed resident #2 was Development
admitted o the facility on September 17, 2013, RN. Any resident
with diagnoses including Dementia, Psychosis, receiving
Senile Dementia, Hypertension, Esophageal medications for
Reflux, Anxiety and Anemia. : Uynertension will
have BP taken

Medical record review of the quarterly Minirnum and recorded on

Data Set (MDS), dated December 11, 2013, re;id_ent’s MAR i
: revealed the resident scored a thiee on the Brief puiar te med :
intetview for Mental Status (BIMS) indicating the being given. A

space on lhe
MAR will be
designated to
reeord the RP,

resident was severely cognitively impaired and
required extensive assistance with the activities
of daily living. :

Medical record review of the Medication
Administration Record (MAR) revealed the
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resident was receiving Atenolol {medication for perionnel were 3f0f1
high blood pressure) 25mg (milligrams} by mouth in-scrviced by the ¢
every day. DON to monilgr ("
and record BPs
Medical record review of a Nurse's Note, dated on MARS for any
Decornber 3, 2013, revealed the resident's vital resident receiving
signs were the foliowing: Pulse 76; Respirations meds for
20, and Blood pressura 124/68. Continuad hypertension. A
madical recard review revealed the resident's Space will be
bload pressure was not recorded in the medica provided on the
record after December 3, 2013, ' MA fdfw
recording BP.
Medical record review of the resident's Care Pian, This will be a
dated September 25, 2013, revealed "...potential continuous
for complications r/t (related to) diagriosis Process gping
..hypertension...monitor v/s (vital signs) per lorward
protocol and PRN (as needed)...” 4. DON and/or 2/14/14
designee will
Interview on January 23, 2014, at 11:00 a.m., with randimly audit
Licensed Practlical Nurse (LPN) #1, on the West 25% of charts For
Wing Hallway, revealed "...the residents vital complience with
signs are taken at least weekly and racorded on recording BP for .
the weekly Nurse's Note...the fast vital signs residents
recorded for the resident was on December 3, receiving anti-
2013, and the resident is receiving a blood hypertensives.
pressure medication..." Resnlts will be
reported to the
Interview on January 23, 2014, at 1:25 p.m., with QIpPIQA
the West Wing Charge Nursgs, in the Director of sommillee at the
Nursing office, confirmed the resident's blood regular monthly '
pressure had not heen obtained since Dacember meetin 533 J
3, 2013, and the resident was receiving Atenolol months and
for hypertension. Continued interview confirmed presented by the
the resident's blood pressure should be obtained DON at the
at least weekly and documented in the medical quarterly regular
record. . mecting of the
F 371 483.35(1) FOOD PROCURE, F 371 QA committec.
8S=F ; STORE/PREPARE/SERVE - SANITARY

FORM CM3-4567(02-88) Provious Varsions Obsoltle

Event ID; 0ZNJ11

Facility ID: TNBZ08

If continuation shaet Page 7 of 9




U3719/2014 MON 15:48 FAxX 423 968 4076 The Cambridge Houss Foose/01e

PRINTED: 01/30/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NG, 0938-0391
STATEMENT QF DEFICIENCIES [X1) PROVIDER/SUPPLIER/CLIA (%2} MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN QF CORRECTION IDENTIFICATION NUMBER. A, BUILDING COMPLETED
445190 B. WING 01/23/2014
NAME OF PRQVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE -
250 BELLEBRODK RD
CAMBRIDGE HOUSE, THE BRISTOL, TN 37620
ICIENCIE DER" NG RRECTION X5!
ol (EACH DEFICIENGY MUST BE e e et PREFIX (EACH CORREGTIVE ACTION SHOULD BE co”ékém
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG cRoss-nEFEREggE%;% CT)E APFROPRIATE

4. A daily log was initiated

F371 Gontinued From page 8 Fan and will be checked daily by
fish and seafood (1 day)..." . : 224
or turkey (2 days)...fish and s {1 day) the Dietary Manager
e . 30

Interview with the dietary supervisor on January or the Kitchen Mffl}ﬂgel to (0]
21, 2014, at 10:50 a.m,, In the kitchen, confirmed engure that the refrigerators e
the coftage cheese, tuna salad, ham salad, and are checked every moming
Pimento Cheese had expired and were available by a Dietury Dept. designee.
for serving to the residents. Any foodstulls that are dated

for that day’s cxpiration will
be disposed of. ‘The log will
be signed by the person
inspecting the refrigerators.
An in-service for the dietary
employees was dong by the
Dietary Manager 1o educale
on the importance of dating
and obscrving datcs of
preparation and cxpiration. l

4. Dally logs will be kept anct o 2/14014
report will be presented by [
the Dietary Manager at the
regular monthiy meeting of
the QIP/QA committee X 3
months and a raport to the
QA committee at its regular
quarterly moeeting, ‘
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